Dmzv.rnM is a derivative of benzodiazopine which has attracted the interest of anaesthetists since its introduction in 1961. Its sedative effect is intermediate between the neuroleptics and the tranquilizers which are often useful in anaesthesia, and we have studied its usefulness in patients undergoing pulmonary surgery.
Procedure
The blood pressure was measttred by indirect stethoscopy, controlled occasionally by direct readings and recordings on an electrosphygmomanometer. The heart rate and ECC were observed and recorded on an oscilloscope and electrocardiograph. The tidal ventilation was monitored by a Wright respirometer. Finally, the blood pressure and heart rate before and after the induction of anaesthesia were accurately compared.
The anaesthetic techniques were as follows: 1. Premedication. Either (a) our standard premedication with oral Noludar,| secobarbital, or Tuinal| (with or without diphenhydramine or promethazine) the night before, and meperidine or aneleridine, diphenydramine (Benadryl) and atropine intramuscularly one hour before induction, or (b) premedication with diazepam (per os and intramuscular).
2. Induction of anaesthesia with intravenous thiopentone or diazepam.
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4. Pulmonary ventilation controlled with a Bird-type respirator, in association with a Vernitrol anaesthetic apparatus and a double lumen catheter (Carlens or White-Carlens ).
RESULTS
The results are presented in the form of tables. Table I shows the mean ages and weights of the two groups of patients, while Tables II and IH indicate the distribution of anaesthetic risks in these two groups and the respective dosages of diazepam and thiopentone. It can be seen from Table II that there were no "moribund" patients (category 5) and that patients who received diazepam included a greater number of "bad risks" (categories 3 and 4). Table IV illustrates the changes in arterial pressure in our patients. Those receiving diazepam showed no significant modification of the blood pressure, either systolic or diastolic. On the other hand, the patients who were given thiopentone suffered a sharp fall in pressure, which was statistically highly significant.
The spirometric data given in Table V indicate a marked difference between the two groups; there was only a slight diminution of the tidal volume with diazepam, in contrast to an almost complete apnoea with thiopentone. Changes in pulse rate are shown in Table VI . There was no important modification with diazepam, but thiopentone was associated with a significant bradyeardia. 
Comments specific to pulmonary surgery
The high versatility of this new intravenous anaesthetic medication is indicated by its successful use when dealing with tuberculosis, carcinoma, and bronchiectasis. In pulmonary surgery three properties of diazepam are of particular interest to the anaesthetist:
1. The absence of muscarinic effects, bronchospasm, and bronchorrhea is especially appreciated in bronchoscopy and other endoscopic procedures (intubation with cuffed tube, insertion of a tube with double lumen) which precede anaesthesia for pulmonary surgery.
2. Diazepam greatly facilitates inhalation anaesthesia, which we believe is the method of choice for pulmonary surgery.
3. The frequency of atelectasis is reduced. None of our cases showed atelectasis in the first 48 hours.
SUMMARY AND CONCLUSIONS
Diazepam compared to thiopentone gives a greatly improved intravenous induction; it is thus a new and important pharmacological contribution in our search for an ideal anaesthetic technique for pulmonary surgery. 
